Abstract
Introduction

38
An example of secondary prevention, cervical screening aims to detect and monitor pre-cancerous 
59
2001). However some SMW, including those that self-identify as 'lesbian', will have been or continue 60 to be heterosexually active (e.g. Rankow and Tessaro, 1998) . Moreover, sexual activity is simply the 61 distal risk factor; Human Papilloma Virus (HPV) infection constitutes the necessary, but insufficient,
62
cause of cervical cancer (Trottier and Franco, 2006) . Crucially, HPV infection can be passed directly 63 between women as transmission occurs via genital skin-to-skin contact, rather than bodily fluids 64 (Franco and Harper, 2005) , thus explaining HPV presence regardless of history of heterosexual 65 intercourse (Marrazzo et al., 2000) .
67
Reported comparable abnormal smear rates for sexual minority and heterosexual women (Bailey et 68 al., 2000) in the UK has raised concern about lesbian women's risk around cervical cancer; however,
69
these authors compared data from lesbian sexual health clinics with national data, rather than other 70 sexual health clinics. 
99
to participants presenting a public statement of heterosexuality (Howson, 1999; McKie, 1995 
148
Following standard procedures (see Stainton Rogers, 1995) , the initial statement selection was
150
reduced to a Q-set comprising 63 items (see Table 3 
170
Procedure
171
Data collection was achieved by independent completion of the Q-sort, and delivered via the post.
172
This process of completing the Q-sort has been undertaken in other studies (e.g. Eccleston et al., 
178
were randomly numbered and printed onto separate labels, into piles of most disagree, neutral and 179 most agree. Participants then sorted the statements onto the response grid, configured with a 13-point 180 quasi-normal distribution (see Table 1 ). This was appropriate because the Q-set exceeded 60 items 181 (Brown, 1980 
199
The 34 participants offered the following terms in self-labelling their sexual identity: lesbian (n = 26), 
209
Participants were predominantly White British and educationally privileged.
211
Participants commented on their own risk of cervical cancer, which were subsequently coded as: low
212
(n = 10), lower than average (n = 3); average or 'normal' (n = 8); higher than average (n = 6); high (n 213 = 0); don't know (n = 6); not answered (n = 1). Of the six women reporting higher than average, two 214 cited existing gynaecological conditions, two cited familial (maternal) experience of cervical cancer,
215
and two cited multiple sexual partners and/or unprotected sex.
217
Risk factors for cervical cancer were suggested by 27 participants, 17 of which included some 218 reference to sex. Risk factors were subsequently coded as: sexual activity (unspecified; n = 5); sex
219
with men (n = 10); number of partners (male/ female unspecified; n = 6); age first had sex
220
(male/female unspecified; n = 4); sexually transmitted infections (STIs)/unprotected sex (male/female 221 unspecified; n = 2); genetics (n = 7); smoking (n = 6); lifestyle (including diet and exercise; n = 6); existing gynaecological conditions (n = 2); hormone treatment (n = 1); not attending for smears (n = 223 1); age (n = 1); and chance (n = 1).
225
Statistical Overview
226
The 34 Q-sorts were entered into SPSS (version 13.0; manufacturer: SPSS Inc.), subjected to principal 227 components factor analysis and rotated to simple structure using Varimax. A five-factor structure
228
(accounting for 67.2% of the total variance) was selected as generating interpretable accounts
229
consistent with the open-ended comments and hearing 'many voices' (Stainton Rogers, 1995),
230
fundamental to Q-methodology. 
247
Factor arrays were interpreted qualitatively based on positioning of items to explore conceptual 248 similarities and differences between accounts. This included identification of distinguishing 249 statements (Table 3) where a score on one factor differed from all the other factors by at least 3 250 (Brown, 1980 
277
The Q-sorts of seven participants exemplified this factor. Factor 2 was most distinguished by its 278 stance against choice, being the only factor where the women who loaded onto it entertained 279 compulsory screening (12:+2) and felt more strongly than exemplars on any other factor that 280 attendance was 'Just something you have to do' (41:+4). This account also assigned the highest rank
281
to cervical screening as a right for all women (33:+6).
283
The NHSCSP was viewed positively as providing advice, encouragement and ensuring that women
284
were not deprived of a health entitlement. This account appeared consistent with faith in the power of 285 the medical system, with women wanting directive healthcare provision and appearing to desire 286 emphasis on risk ('It's good they're strong about the cancer risk', p27, q39).
288
Factor 2 shared with factor 1 alone an objection to cervical screening being viewed as a sexualized 
359
The other defining feature was the overt recognition of sexuality in the need for cervical screening.
360
Sexual activity was understood as presenting potential risk; however, heterosexual activity was 
393
Accounts identified in the current study will now be considered within this framework.
395
A protectionist commitment prioritizes the biomedical emphasis of attendance as a desirable outcome,
396
such that 'The "best interests" of women as a group are prioritized over the potential interests of 1996: 144). Non-attendance may therefore be interpreted using a deficit model, such that failure to 402 attend is seen as resulting from a lack of knowledge or concern about one's own health. Thus factor 5
403
(screening as imposition) may be interpreted through concepts such as 'unrealistic optimism' 404 (Weinstein, 1984) , rather than considering whether risk perception may accurately reflect lowered 
487
Social constructionist approaches would envisage that these policy and practice developments impact 
507
instead considering SMW without the need for comparison (Kitzinger, 2004) . While caution must be 508 exercised in making a priori assumptions about demographics, the study was likely substantially 509 confounded by lack of racial, ethnic or socioeconomic diversity given the recruitment strategy 510 employed and this should be considered in future research in this area.
512
The study focused on the NHSCSP. However, information was not recorded on whether participants,
513
although residing in the UK, had experienced this screening programme, or indeed one in another 514 country. Also, by deciding against restricting inclusion criteria based on screening history, there is a need for caution in distinguishing neutral ratings, which could be attributable to women feeling unable 516 to comment through inexperience of screening.
518
The aim of Q-methodology is not to be exhaustive, but to explore a general overview of accounts that 
528
Conclusions
529
This exploratory study has recognized the need for affirmation of diversity within criteria for national 
549
Rather than potentially implying behaviour (e.g. women who have sex with women), or self-identity 550 and community connections (e.g. lesbian or bisexual), the term SMW was adopted in recognition of 551 sexuality encompassing both sexual identity and sexual behaviour (Brogan et al., 2001 ) and to avoid alienating potential participants. Providing women the opportunity to also record their preferred terms 553 aimed to safeguard against 'denying' or 'undermining … self-labelling' (Young and Meyer, 2005) .
554
The term SMW was additionally chosen to reflect the cultural minority status of this group (McNair,   555 2003).
556
2 It is possible to transform data from sorts that do not adhere to the quasi-normal distribution.
557
However it was deemed inappropriate to synthesize results from different procedures, particularly as 558 several participants who did adhere to our instructions reported frustrations with the fixed sort and 559 may have generated different sorts using a free distribution.
560
3 Statistically significant factor loadings are required to exceed 2.58 times the standard error of a zero-
561
order factor loading, where the standard error is equal to 1/√n, with n denoting the number in the Q- 
